Background Domestic violence is a historically well-documented social phenomenon, which can occur in any social class or society, the term typically referring to violence between adult intimate partners 1 . The World Conference on Human Rights and the Declaration on the Elimination of Violence against Women, civil society and governments have acknowledged that violence against women is a public policy and human rights concern 2 . Violence against women by an intimate partner is a major contributor to the ill-health of women and seriously threatens the health and emotional well-being of their children 2, 3 . As recently as 150 years ago domestic violence was considered to be 'socially acceptable' in a number of countries, for example the UK and the USA, with no laws to protect victims 4, 5, 6 . Today this is no longer the case 3, 6 , although domestic violence continues to be common and accepted as "normal" within too many societies 2 .
Violence against women first came to be viewed as a serious social problem in the early 1970s 7, 8 and over the past 20 years a number of initiatives and policies have been implemented to tackle domestic violence 4. A World Health Organisation 2 'Multi country study on Women's Health and Domestic Violence' collected data from 10 countries and confirmed that violence against women is an important social problem and is both a consequence and a cause of gender inequality. The results from standardised population based household surveys in the following countries: Bangladesh, Brazil, Ethiopia, Japan, Peru, Namibia, Samoa, Serbia and Montenegro, Thailand, and the United Republic of Tanzania indicated that the proportion of ever-partnered women who had ever suffered physical violence by a male intimate partner ranged from 13% in Japan city to 61% in Peru province, with most sites falling between 23% and 49%. Between 55-95% of these women had never sought help from formal services or people in authority The US National Family Violence Survey 13 notes that approximately 1.3 million women are physically assaulted by an intimate partner annually in the United States, with women significantly more likely than men to report being raped, physically assaulted or stalked by a current or former intimate partner. In the UK Women's Aid (a UK national charity that sought to end domestic violence against women and children) statistics state that 1 in 4 women will be subjected to domestic violence during their lifetime and many of these on more than one occasion 14 .These figures do not include emotional abuse and it is estimated that the overall numbers of abuse are higher. UK Home Office figures 15 indicate that domestic violence accounts for 14% of all violent crime, in addition more than 2 women every week die from domestic violence 16 . Children brought up in harmful environments are more likely to be violent when they are adults, with children who are witness to violent incidents sometimes showing aggressive tendencies as early as 2 years of age 17 .
As well as the data identified the WHO report 2 and the US National Family Violence Survey 13 note that few doctors, nurses or other health personnel have the awareness and the training to identify violence as the underlying cause of women's health problems, or can provide help, particularly in settings where other services for follow-up care or protection are not available. Within the UK the role of the health visitor (specialist community public health nurse) is to promote health in the whole community, they are particularly involved in families with children under five, with every family with a child under five having a named health visitor. Health visitors are therefore particularly well placed to identify and support mothers who are experiencing domestic violence.
The health visiting role is unique to the UK in that nurses and midwives undertake further accredited post registration training which addresses specific competencies and skills associated with working with disadvantaged groups, addressing health inequalities and promoting public health. On successful completion of an educational programme that meets the standard of the Nursing and Midwifery Council (NMC) 18 'Standards of Proficiency for Specialist Community Public Health Nursing' nurses/midwives can register with the Nursing and Midwifery Council as a specialist community public health nurse.
Similar roles do exist in other countries, for example:
• Plunket nurses of New Zealand, a Registered Nurse who has completed or is completing further specialty training in the area of Well-Child health/community child and family/whānau health promotion and provides support to parents on child care and parenting regularly assessing the health and development of children from birth up to the age of five
• Public health nurses in the USA and Canada who provide leadership for the advancement of public health, working with communities to provide services relating to health promotion, illness prevention and health promotion.
Preparation for the health visitor role, however, is unique to the UK, as is the attachment of a named health visitor to every family with a child under five. For this reason this review is limited to the role of the UK health visitor in relation to the support of mothers experiencing or who have experienced domestic abuse. Peckover 19 has suggested that some women concealed their experiences of domestic violence from health visitors, or when they did disclose did not always receive appropriate support or protection, suggesting that there is considerable scope for practice development.
An initial scoping search based on key databases (DARE, EMBASE, HTA, Cochrane database of systematic reviews, ASSIA, PsycINFO, CINAHL, Medline) showed that a systematic review which focused on support provided by health visitors to mothers who have experienced domestic violence had not been previously conducted.
Inclusion criteria
For studies to be included in the review they must meet all the inclusion criteria.
Types of participants
This review will consider mothers who have experienced domestic violence as well as the health visitors who offer support to mothers who have experienced domestic violence For the purpose of this review participants will be defined as follows:
Health Visitor A health visitor is defined as a qualified and registered nurse or midwife who has undertaken further post registration training leading to registration as a health visitor on the specialist community public health nursing part of the register with the UK Nursing and Midwifery Council (NMC).
Mother A mother is defined as a biological and/or social female parent of child/children under the age of 16 years.
Phenomenon of interest
The phenomena of interest are the experiences of health visitor support provided to mothers who have experienced domestic violence, from the perspective of both the mothers and the health visitors providing the support.
Experiences of health visitors, who support mothers who have experienced domestic violence; of the preparation they receive for the role and the strategies available to support them in their work will also be explored. A range of terms will be used to capture pertinent data on experience and perspectives as commonly the terms 'experience' and 'perspectives' do not always appear in the title or abstract whilst useful data are present within the publication.
The following definition of domestic violence will be used: Domestic violence is physical, sexual, psychological or financial violence that takes place within an intimate or family-type relationship and that forms a pattern of coercive and controlling behaviour 20 .
Context
This review will consider studies, which focus on community settings in the UK, wherever health visitors visit mothers. This will include, but is not exclusive to, mothers' homes, health visitor clinics, primary care clinics, women's' refuge centres, homeless centres.
Studies will be included where males, including partners, husbands, common law husbands and fathers of the children, perpetrate domestic violence.
Types of studies
This review will consider studies that focus on qualitative data including but not limited to, designs such as ethnography, phenomenology, grounded theory, action research and feminist research. Studies will be included if they report results relating to one or more of the phenomena of interest.
Exclusion criteria
• Domestic violence towards women without children • Domestic violence towards men • Domestic violence towards children • Any other type of violence • Studies focusing on health professionals other than health visitors
Search strategy
The search strategy aims to find both published and unpublished studies. A three-step search strategy will be utilised in each component of this review. An initial limited search of MEDLINE and CINAHL will be undertaken followed by analysis of the text words contained in the title and abstract, and of the index terms used to describe the article. A second search using all identified keywords and indexed terms will then be undertaken across all included databases. Individual search strategies will be developed for each index using the different terminology of index thesauri. Thirdly the reference list of all identified reports and articles will be searched for additional studies.
Key journals, which produce a high yield of relevant material, will be hand-searched to ensure that any relevant papers that may not be indexed in the major databases are located.
The search will seek both published and unpublished studies from inception of databases to the present date. Only English language papers will be included in this review.
Databases
The databases to be searched include:
• CINAHL • MEDLINE • British Nursing Index and Archive
The grey literature search will consist of:
• Contacting authors, experts and organisations that are active within the phenomenon of interest to attempt to identify further published, un-published and ongoing studies.
• A computer search of the grey literature relating to the phenomenon of interest found within databases including, but not limited to:
• SIGLE (System for Information on Grey Literature in Europe)
• 
Initial keywords
Initial keywords to be used in the search will be:
"health visit*" "community health nursing" "public health nursing" "domestic violence" "verbal abuse" "domestic abuse" "mental abuse" "mental violence" "physical abuse" "physical violence" Support* "knowledge" Information Experience* "help seeking"
All studies and documents identified during the database search will be assessed for relevance to the review based on the information provided in the title, abstract, and descriptor/MeSH terms. A full report will be retrieved for all studies that meet the inclusion criteria. Studies identified from reference list searches will be assessed for relevance to the review questions based on the study title, abstract and descriptor/MeSH terms.
Following the initial search two reviewers (primary and secondary) with the assistance of the associate reviewers will independently assess the studies against the inclusion criteria using a bespoke screening tool developed by the reviewers (see Appendix I).
Assessment of methodological quality
Studies meeting the inclusion criteria will be assessed for methodological quality using the standardised critical appraisal instruments from the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI) (see Appendix II). Two reviewers will undertake the assessment independently, with any disagreements being resolved by discussion with the associate reviewers. If disagreement is due to a lack of information then the authors of the study will be contacted for clarification.
Data Collection/Extraction
Data will be extracted from studies included in the review using the standardised data extraction tool from the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI) (see Appendix III). Two reviewers will independently extract data. Any disagreements will be resolved by discussion with the associate reviewers.
Data Synthesis
Where meta-synthesis is possible, qualitative research findings will be pooled using the Qualitative Assessment and Review Instrument (QARI). This will involve the aggregation or synthesis of findings to generate a set of statements that represent that aggregation, through assembling the findings (Level 1 findings) rated according to their quality, and categorising these findings on the basis of similarity in meaning (Level 2 findings). These categories are then subjected to a meta-aggregation in order to produce a single comprehensive set of aggregated findings (Level 3 findings) that can be used as a basis for evidence-based practice. Where textual pooling is not possible the findings will be presented in narrative form.
